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Radical Prostatectomy 
 Introduction 
 The uncertainties inherent in the current staging mo-
dalities available for prostate cancer result in significant 
staging errors regarding clinically locally advanced tu-
mors – the clinical stage T3N0M0. The definition of this 
stage implies that clinically the cancer has seemed to have 
progressed locally beyond the prostatic capsule without 
having metastasized. The diagnostic methods used for 
staging are digital rectal examination plus transrectal ul-
trasound. While CT scanning is of little use in locally 
staging prostate cancer, the emerging possible role of 
MRI imaging still has to find a defined place in the stag-
ing of cT3 prostate cancer. 
 The insufficient accuracy of clinical staging in cT3 
cases and the inability of imaging studies to reliably di-
agnose pelvic lymph-node metastases (except in cases of 
very large lymph nodes) result in a significant staging er-
ror. Surgical series of cT3 cases reveal that this clinical 
group consists of T2 as well as T4 cases plus a substantial 
number of node-positive cases. A reliable separation of 
these subgroups of patients with cT3 disease is clinically 
not possible but can only be achieved in surgical series. 
 The result is that, until better and more reliable diag-
nostic methods have been found and validated, this un-
certainty in the management of cT3 prostate cancer dis-
ease will remain. While undoubtedly overstaged patients 
with actual T2 disease benefit from the application of po-
tentially curative treatment, those with occult systemic 
disease cannot at present be cured. 
 Abstract 
 The treatment of clinically locally advanced prostate car-
cinoma (stage cT3) remains controversial. One of the main 
reasons for this controversy results from the substantial stag-
ing error attached to the clinical diagnosis cT3 with over-
staged T2 tumors and understaged node-positive cases. 
Treatment options in this situation include radical prostatec-
tomy, external beam radiotherapy, immediate or delayed 
androgen deprivation treatment and the so-called ‘watchful 
waiting’. Acceptable and often surprisingly good tumor-spe-
cific survival rates have been reported for radical prostatec-
tomy in pT3 series – based on good clinical case selection – 
approaching those of pT2 series. In lymph node-positive pT3 
cases, adjuvant hormone deprivation seems to prolong sur-
vival which it does not in lymph node-negative pT3 disease. 
A benefit of adjuvant external beam radiotherapy after rad-
ical prostatectomy for pT3 cases in prolonging overall sur-
vival has not been shown, despite the fact that it can prevent 
or delay biochemical and local recurrence. External beam 
radiotherapy as the only treatment for cT3 disease results in 
unfavorable tumor-specific survival rates, which can be sig-
nificantly improved with adjuvant hormonal treatment with 
LHRH agonists. If, in case of advanced age and/or significant 
comorbidity, primary hormonal treatment is chosen, early 
hormonal deprivation therapy seems to offer marginal ben-
efits in survival compared to delayed treatment. 
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w  The treatment of patients with true T3 disease there-
fore remains controversial. It should be remembered that 
the anatomic prostatic capsule is only a very thin mem-
brane, and that often in pT3 disease extension is via the 
perineural route. Thus, true locally advanced disease 
(cT3 without metastatic spread) in prostate cancer may 
not in itself represent a definite and huge negative leap in 
prognosis. 
 In current clinical practice, local radiotherapy with 
adjuvant hormone deprivation is often the preferred 
treatment for cT3 disease. In the USA, only 6% of patients 
with cT3 disease undergo radical prostatectomy, and 
even in younger patients this proportion amounts to only 
19%  [1] . 
 The use of validated nomograms such as the Partin 
tables  [2] can help to estimate the risk of locally advanced 
disease or lymph node metastases based on known pre-
dictors of these risks (such as PSA values, clinical stage, 
biopsy Gleason score). However, these estimations give 
only likelihoods but not certainty, and can therefore not 
reliably foretell an individual patient’s prognosis. Thus, 
for the time being, many uncertainties remain which 
make definite management decisions in cT3 cases often 
difficult. Randomized trials comparing different treat-
ment modalities in locally advanced prostate cancer are 
lacking  [3] . This review aims at evaluating what is cur-
rently known about the different management options 
for cT3 prostate cancer. 
 Staging of cT3 Disease 
 Digital rectal examination remains the basis of clini-
cal staging but is inherently uncertain. Surgical series of 
cT3 cases have shown that 9–27% represent clinically 
overstaged pT2 disease  [4–7] . Transrectal ultrasound, 
MRI or other imaging modalities cannot at present sub-
stantially improve on the results of digital rectal exami-
nation in the local staging of prostate cancer  [8–10] . 
 However, patients with suspected locally advanced 
disease who are considered to be candidates for poten-
tially curative treatment require a complete staging. 
Whether the rule that with a PSA level  ! 10 ng/ml osseous 
metastatic spread is unlikely, and therefore a bone scan is 
not indicated, also applies to locally advanced disease has 
not been shown. In unselected cases the rate of positive 
findings on bone scan in prostate cancer patients with a 
PSA  ! 10 ng/ml is 4%  [11] . 
 Surgical series of cT3 cases have also shown node-pos-
itive rates of 27–48%  [5–7, 12, 13] . The only exception, 
with a markedly lower rate of pN+ cases, is the series re-
ported by van Poppel et al.  [14] with only 11%, perhaps 
due to a highly selected cohort. The risk of nodal spread 
in cT3 disease is, as in T2 disease, correlated with Glea-
son score, PSA value and possible seminal vesicle inva-
sion. Thus the risk of nodal spread in cT3 disease with 
Gleason 8–10 cancer and PSA values between 4 and
10 ng/ml is already present in 32%  [12] . Staging for met-
astatic disease as well as surgical lymph node staging 
thus seem absolute requirements in patients with cT3 
disease before undertaking a potentially curative local 
treatment. 
 Prognosis of Locally Advanced Prostate Cancer 
 The effect of potentially curative treatment modalities 
on the course of truly locally advanced prostate cancer is 
difficult to assess, due to a lack of conclusive randomized 
studies and the inconsistently selected patients in treat-
ment studies, which mostly are retrospective. In the pre-
PSA era, tumor-specific survival rates in cT3 disease after 
radiotherapy or conservative treatment of 50% and of 
80% after radical prostatectomy were observed  [15] . A 
biochemical recurrence after radical prostatectomy in 
pT3 disease can be expected in 40% within 10 years  [16] . 
However, variability is great depending on the risk fac-
tors, biopsy Gleason score, preoperative PSA and seminal 
vesicle status  [17, 18] . This variability ranges between a 
10-year recurrence rate of over 90% in poor-risk groups 
to one of under 10% in low-risk groups. Thus, manage-
ment decisions in cT3 disease must – as in clinically local-
ized prostate cancer – not only take general prognostic 
factors for overall survival into account (age, comorbid-
ity and quality of life) but also these tumor-specific 
known risk factors (tumor differentiation by biopsy Glea-
son score and PSA). 
 Radical Prostatectomy in cT3 Disease 
 Radical prostatectomy in cT3 disease results in incom-
plete tumor removal (R1) in 22–60% of cases  [6, 14, 19] , 
and up to 48% of patients will have lymph node disease. 
Thus, it can be argued that for these patients surgery does 
not achieve a great deal while potentially incurring sig-
nificant morbidity. However, it may be questioned wheth-
er this today – in the PSA era and after significant devel-
opment in the surgical technique of radical prostatecto-
my – stills holds true. 
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w The group of Zincke and colleagues  [7, 20, 21] from the 
Mayo Clinic have for a long time advocated the use of 
radical prostatectomy in locally advanced prostate can-
cer, and have recently published the largest single-center 
surgical series on radical prostatectomy in cT3 disease 
with a follow-up of 15 years  [6] . They operated on a total 
of 841 patients with cT3 disease out of over 8,000 radical 
prostatectomies altogether between 1987 and 1997. For 
the cT3 patients the mean age was 66 years, mean preop-
erative PSA 10.2 ng/ml, median biopsy Gleason score 7, 
and 23% had received neoadjuvant hormonal treatment. 
Overstaging was substantial with 27% of cT3 cases having 
pathological stage pT2 disease while positive lymph nodes 
were also seen in 27%. PSA recurrence-free and disease-
specific survivals as well as overall survival in the cT3 
group were significantly lower than in the cT2 group, but 
the actual differences were small. Morbidity due to com-
plications of radical prostatectomy in the cT3 group was 
not different from that in the cT2 group. In the cT3 group, 
full continence after 1 year was reported to be 79%, while 
grade 3 stress urinary incontinence was seen in 6.5%; 
75% had complete loss of potency, with 74% having un-
dergone radical prostatectomy without nerve-sparing. 
 In a retrospective multicenter analysis of 345 radically 
operated cT3 patients, 41% node-positive cases were seen 
and the actuarial 10-year disease-specific survival was 
only 57%. In this series disease-specific survival was 
clearly dependent on tumor grade and amounted to only 
29% in poorly differentiated tumors  [5] . Amling et al.  [7] , 
however, reported an 84% disease-specific 10-year sur-
vival rate in cT3 patients. The group from Rotterdam in 
their single-center series of surgically treated cT3 patients 
reported an overall survival of 60% and a disease-spe-
cific survival of 72% after 10 years. The latter was again 
dependent on tumor grade  [22] . Van Poppel et al.  [14] 
observed a 5-year biochemical recurrence-free rate of 
60% in pT3a patients with a preoperative PSA  ! 10 ng/ml. 
In a recent series of radical prostatectomy as monothera-
py in cT3 patients with a mean follow-up of just over 5 
years, Isorna Martinez de la Riva et al.  [4] reported a dis-
ease-specific survival of 100% and a likewise grade-de-
pendant biochemical progression rate of 36%. 
 Beyond survival data, another consideration seems of 
importance. In addition to offering potential cure, radi-
cal removal of the prostate can improve local control and 
reduce local complications. This in itself may improve 
quality of life despite eventually progressive disease. The 
group of Walsh et al.  [23] reported a case-control study 
of pelvic lymphadenectomy alone versus pelvic lymphad-
enectomy with radical prostatectomy in stage D1 patients. 
In this study they found a non-significant trend towards 
improved survival in the prostatectomized group after 10 
years. The group of Frohmüller et al.  [24] showed already 
in 1995 in lymph node-positive patients (T1-3pN1-2M0), 
in a comparative study between pelvic lymphadenectomy 
followed by hormonal deprivation versus pelvic lymph-
adenectomy plus radical prostatectomy followed by hor-
monal therapy, a significant benefit in disease-specific 
survival as well as local progression and complication 
rate after 10 years for the prostatectomized group (10-
year disease-specific survival 32 vs. 71%, local progres-
sion rate 8 vs. 69%)  [24] . These studies demonstrate that 
radical surgery in pT3 patients may in the long run im-
prove quality of life by reducing local progression and 
complications, despite the fact that cure cannot be 
achieved. 
 Thus, patients with cT3 prostate cancer who may be 
candidates for radical prostatectomy should have favor-
able risk factors. In addition to a sufficient general life 
expectancy and low comorbidity, the biopsy Gleason 
score should be 7 or less, the PSA should not exceed
20 ng/ml and seminal vesicle invasion should clinically 
be unlikely. Nerve-sparing surgery in this patient group, 
however, is not an option. A high rate of positive margins 
is to be expected (up to 60%). This can possibly be re-
duced with neoadjuvant hormonal treatment which, 
however, does not influence the biochemical recurrence 
rate  [25] . 
 Positive Lymph Nodes 
 In case of positive lymph nodes (pN+) in stage cT3 
prostate cancer, the disease is systemic and carries a re-
duced prognosis. In surgical series of cT3 cases the node-
positive rate is between 27 and 41%  [5–7] . The published 
retrospective series of node-positive pT3 disease have 
shown that disease-specific survival is prolonged by ad-
juvant hormone deprivation. Five- and 10-year progres-
sion-free survival rates of 41–83 and 25–71%, respective-
ly, have been reported  [23, 24, 26–29] . The ECOG as well 
as the EORTC studies have shown a significant progres-
sion-free survival benefit for an early versus a deferred 
hormone-deprivation therapy  [22, 30] . 
 The finding of positive lymph nodes during surgery in 
cT3 patients raises the question of whether to perform 
radical prostatectomy or not. The published studies on 
this question have yielded a definite answer to this ques-
tion. Zwergel et al. reported a relatively good disease-spe-








in pN+ disease. The risk of progression in this series was 
proportional to the extent of lymph node metastases. 
With minimal lymph node spread the risk of disease-spe-
cific mortality after radical prostatectomy is only mar-
ginally elevated compared to pN0 cases with a hazard 
ratio of 1.5 in patients with one positive lymph node. In 
this patient group, disease-specific 10-year survival rates 
of 94% have been reported  [31] . The group from Berne, 
which stresses the necessity of extensive pelvic lymphad-
enectomy, has shown this relationship between prognosis 
and the extent of micrometastatic lymph node spread 
with, however, less favorable disease-specific survival 
rates  [32] . 
 Adjuvant Treatment after Radical Prostatectomy for 
pT3 Disease 
 Until recently there was no rationale for adjuvant ra-
diotherapy in lymph node-negative pT3 disease, since the 
majority of locally advanced prostate carcinomas tend to 
progress systemically rather than locally after radical 
prostatectomy. However, there are indications that adju-
vant radiotherapy (60 Gy over 6 weeks) can probably re-
duce the rate of biochemical progression and local recur-
rences  [33–35] . Recently, Bolla et al.  [36] published the 
results of a large randomized trial of adjuvant immediate 
postoperative radiotherapy in pN0M0 patients with pT3 
disease and/or positive margins, and found a significant-
ly increased biochemical progression-free survival and 
an increased clinical progression-free survival within a 
follow-up period of 5 years. However, it has so far not 
been possible to show a benefit in disease-specific sur-
vival  [37] . Also, there is no definitely proven need for ad-
juvant hormonal treatment in lymph node-negative pT3 
prostate cancer. While the EPC study has shown a sig-
nificant reduction of the progression rate in prostatecto-
mized locally advanced prostate cancers with adjuvant 
antiandrogenic treatment, this did not result in a prolon-
gation of the disease-specific survival. 
 While there is thus no proof from randomized studies 
for a general benefit of adjuvant hormone deprivation 
treatment after radical prostatectomy, advantages from 
adjuvant hormone treatment may be seen for specific 
subgroups of patients ( table 1 ). In a retrospective study a 
survival advantage was seen in patients with seminal ves-
icle invasion  [38] and in patients with diploid tumors and 
lymph node-positive disease  [39, 40] . A small random-
ized study with 98 patients only and a median follow-up 
of 7 years showed a superiority of early versus deferred 
treatment concerning disease-specific and overall sur-
vival in patients with minimal lymph node disease after 
radical prostatectomy  [41] . The results of this study have 
so far, however, not been confirmed by other trials  [42] . 
An EORTC study with 302 lymph node-positive patients 
who did not undergo radical prostatectomy showed no 
advantage for early hormonal treatment, despite a three-
fold larger study group than the control group  [43] . In a 
randomized prospective controlled multicenter study in 
Germany and Austria, 352 node-negative patients with 
locally advanced prostate cancer were treated with either 
flutamide 750 mg daily or by watchful waiting until clin-
ical progression occurred. After a median follow-up of 6 
years, no survival advantage was seen for the adjuvant 
hormonal treatment  [44] . 
 Neoadjuvant Treatment 
 A definite benefit of neoadjuvant hormonal treatment 
before radical prostatectomy has never been proven, de-
spite numerous randomized studies undertaken  [45–49] . 
Neoadjuvant treatment specifically for locally advanced 
prostate cancer, however, has only been examined in a 
limited number of studies with a small number of pa-
tients. Neoadjuvant treatment can reduce the tumor vol-
Table 1. Prospective randomized studies on adjuvant hormonal treatment after radical prostatectomy
Group (first author) Stages Treatment Progression Survival
Messing, 1999 [41], 2003 [30] pN+ Orchidectomy or 
LHRH analogues
Advantage for adjuvant treatment Advantage for
adjuvant treatment
Prayer-Galetti, 2000 [56] Stage C LHRH analogues Advantage for adjuvant treatment No data available
Wirth, 2004 [44] pT3-4pN0 Flutamide Advantage for adjuvant treatment No difference
Wirth, 2001 [57], 2004 [58];
McLeod, 2006 [59]
pT1b-4, N0-1M0 Bicalutamide Advantage for adjuvant treatment No difference
 Treatment of Locally Advanced Prostate 
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wume  [50] as well as the rate of positive margins  [51, 52] . 
This, however, does not influence survival or progression 
parameters. In one randomized study, a trend towards a 
reduced clinical progression rate was seen in patients who 
received neoadjuvant as well as adjuvant hormonal treat-
ment compared to the control group, which received only 
adjuvant hormonal treatment  [53] . In this study, however, 
follow-up was limited to only 2 years. 
 There are still only very few data concerning potential 
advantages which might be achieved with neoadjuvant 
chemotherapy in high-risk patients before radical prosta-
tectomy with docetaxel. Toxicity is mild. Histopatholog-
ically complete remissions are not to be expected  [54, 55] 
and the use of chemotherapy in this setting should cur-
rently only be performed in controlled clinical trials. 
 Conclusions 
 In well-selected patients with clinically locally ad-
vanced prostate cancer who have a favorable risk factor 
profile regarding preoperative PSA and biopsy Gleason 
score and who have limited comorbidity and sufficient 
life expectancy, curative treatment is advisable. Radical 
prostatectomy in these patients should be a preferred op-
tion, also considering the large staging error which oc-
curs in this setting. Pelvic lymphadenectomy in cT3 dis-
ease is indispensable, due to a high number of node-pos-
itive cases which must be expected. Recent series, 
however, have demonstrated that in node-negative pT3 
prostate cancer, radical prostatectomy achieves biochem-
ical progression and disease-specific survival rates in pa-
tients with well to moderately differentiated disease 
which are only marginally worse than in those with pT2 
disease. In addition, there are data demonstrating a re-
duction in local complication rate in patients with cT3 
prostate cancer after radical prostatectomy, which im-
proves quality of life and reduces hospital time during the 
remaining life span of incurable patients with progressive 
disease. Adjuvant hormonal treatment is of proven ben-
efit only in node-positive surgically treated patients. Ad-
juvant radiotherapy after radical prostatectomy in 
pT3pN0M0 patients improves biochemical and clinical 
progression-free survival. 
 References 
 1 Meltzer D, Egleston B, Abdalla I: Patterns of 
prostate cancer treatment by clinical stage 
and age. Am J Public Health 2001;  91:  126–
128. 
 2 Partin AW, Kattan MV, Subong ENP, Walsh 
PC, Wojno KJ, Oesterling JE, Scardino PT, 
Pearson JD: Combination of prostate-spe-
cific antigen, clinical stage and Gleason 
score to predict pathological stage of local-
ized prostate cancer. JAMA 1997;  277:  1445–
1451. 
 3 Aus G, Abbou CC, Heidenreich A, Schmid 
HP, van Poppel H, Wolff JM, ZF: Guidelines 
on Prostate Cancer. Arnhem, European As-
sociation of Urology, 2003. 
 4 Isorna Martinez de la Riva S, Belon Lopez-
Tomasety J, Marrero Dominguez R, Alvarez 
Cruz E, Santamaria Blanco P: Radical pros-
tatectomy as monotherapy for locally ad-
vanced prostate cancer (T3a): 12 years’ fol-
low-up. Arch Esp Urol 2004;  57:  679–692. 
 5 Gerber GS, Thisted RA, Chodak GW, Schro-
der FH, Frohmuller HG, Scardino PT, Paul-
son DF, Middleton AW Jr, Rukstalis DB, 
Smith JA Jr, Ohori M, Theiss M, Schellham-
mer PF: Results of radical prostatectomy in 
men with locally advanced prostate cancer: 
multi-institutional pooled analysis. Eur Urol 
1997;  32:  385–390. 
 6 Ward JF, Slezak JM, Blute ML, Bergstrahl EJ, 
Zincke H: Radical prostatectomy for clini-
cally advanced (cT3) prostate cancer since 
the advent of prostate-specific antigen test-
ing: 15-year outcome. BJU Int 2005;  95:  751–
756. 
 7 Amling CL, Leibovich BC, Lerner SE, Berg-
strahl EJ, Blute ML, Myers RP, Zincke H: Pri-
mary surgical therapy for clinical stage T3 
adenocarcinoma of the prostate. Semin Urol 
Oncol 1997;  15:  215–221. 
 8 Meraney AM, Haese A, Palisaar J, Graefen 
M, Steuber T, Huland H, Klein EA: Surgical 
management of prostate cancer: advances 
based on a rational approach to the data. Eur 
J Cancer 2005;  41:  888–907. 
 9 Brassell SA, Rosner IL, McLeod DG: Update 
on magneteic resonance imaging, ProstaS-
cint and novel imaging in prostate cancer. 
Curr Opin Urol 2005;  15:  163–166. 
 10 Yoshida S, Nakagomi K, Goto S, Futatsub-
ashi M, Torizuka T:  11 C-choline positron 
emission tomography in prostate cancer: 
primary staging and recurrent site staging. 
Urol Int 2005;  74:  214–220. 
 11 Wolff JM, Zimny M, Burchers H, Wildberger 
J, Buell U, Jakse G: Is prostate-specific anti-
gen a reliable marker of bone metastasis in 
patients with newly diagnosed cancer of the 
prostate? Eur Urol 1998;  33:  376–381. 
 12 Puppo P, Perachino M: Clinical stage, pros-
tate-specific antigen and Gleason grade to 
predict extracapsular disease or nodal me-
tastasis in men with newly diagnosed, previ-
ously untreated prostate cancer. A multi-
center study. Eur Urol 1997;  32:  273–279. 
 13 Sands ME, Zagars GK, Pollack A, von 
Eschenbach AC: Serum prostate-specific an-
tigen, clinical stage, pathological grade and 
the incidence of nodal metastases in prostate 
cancer. Urology 1994;  44:  215–220. 
 14 Van Poppel H, Goethuys H, Callewaert P, 
Vanuytsel L, van de Voorde W, Baert L: Rad-
ical prostatectomy can provide cure for well 
selected clinical stage T3 prostate cancer. 
Eur Urol 2000;  38:  372–379. 
 15 Barry MJ, Albertsen PC, Bagshaw MA, Blute 
ML, Cox R, Middleton RG: Gleason DF, 
Zincke H, Bergstralh EJ, Jacobsen SJ: Out-
comes for men with clinically nonmetastatic 
prostate carcinoma managed with radical 
prostatectomy, external beam radiotherapy, 
or expectant management: a retrospective 
analysis. Cancer 2001;  91:  2302–2314. 
 16 Neulander EZ, Soloway MS: Failure after 








w  17 Han M, Partin AW, Pound CR, Epstein JI, 
Walsh PC: Long-term biochemical disease-
free and cancer-specific survival following 
anatomic radical prostatectomy. The 15-year 
Johns Hopkins experience. Urol Clin North 
Am 2001;  28:  555–565. 
 18 Han M, Partin AW, Zahurak M, Piantadosi 
S, Epstein JI, Walsh PC: Biochemical (pros-
tate-specific antigen) recurrence probability 
following radical prostatectomy for clinical-
ly localized prostate cancer. J Urol 2003;  169: 
 517–523. 
 19 Swindle P, Eastham JA, Ohori M, Kattan 
MW, Wheeler T, Maru N, Slawin K, Scardino 
PT: Do margins matter? The prognostic sig-
nificance of positive surgical margins in rad-
ical prostatectomy specimens. J Urol 2005; 
 174:  903–907. 
 20 Zincke H, Fleming TR, Furlow WL, Myers 
RP, Utz D, Radical retropubic prostatectomy 
and pelvic lymphadenectomy for high-stage 
cancer of the prostate. Cancer 1981;  47:  1901–
1910. 
 21 Lerner SE, Blute ML, Zincke H: Extended ex-
perience with radical prostatectomy for clin-
ical stage T3 prostate cancer. Outcome and 
contemporary morbidity. J Urol 1995;  154: 
 1447–1452. 
 22 Van den Ouden D, Hop WC, Schroder FH: 
Progression in and survival of patients in lo-
cally advanced prostate cancer (T3) treated 
with radical prostatectomy as monotherapy. 
J Urol 1998;  160:  1392–1397. 
 23 Cadeddu JA, Partin AW, Epstein JI, Walsh 
PC: Stage D1 (T1-3,N1-3,M0) prostate can-
cer: a case-controlled comparison of conser-
vative treatment versus radical prostatecto-
my. Urology 1997;  50:  251–255. 
 24 Frohmüller HGW, Theiss M, Manseck A, 
Wirth MP: Survival, quality of life of pa-
tients with stage D1 (T1-3,pN1-2,M0) pros-
tate cancer. Radical prostatectomy plus
androgen deprivation versus androgen
deprivation alone. Eur Urol 1995;  27:  202–
206. 
 25 Schulman CC, Debruyne FMJ, Forster G, 
Selvaggi FP, Zlotta AR, Witjes WPJ, et al: 
Four-year follow-up results of a European 
prospective randomized study on neoadju-
vant hormonal therapy prior to radical pros-
tatectomy in T2-3N0M0 prostate cancer. Eur 
Urol 2000;  38:  706–713. 
 26 Steinberg GD, Epstein JI, Piantadosi S, Walsh 
PC, Management of stage D1 adenocarcino-
ma of the prostate: the Johns Hopkins expe-
rience 1974–1987. J Urol 1990;  144:  1425–
1432. 
 27 Frazier HA, Robertson JE, Paulson DF: Does 
radical prostatectomy in the presence of pos-
itive lymph nodes enhance survival? World J 
Urol 1994;  12:  308–312. 
 28 DeKernion JB, Huang MY, Kaufmann JJ, 
Smith RB: Result of treatment of patients 
with stage D1 prostatic carcinoma. Urology 
1985;  26:  446–451. 
 29 Golimbu M, Provet J, Al-Akari S, Morales P: 
Radical prostatectomy for stage D1 prostate 
cancer. Prognostic variables and results of 
treatment. Urology 1987;  30:  427–435. 
 30 Messing EM, Manola J, Sarosdy M, Wilding 
G, Crawford ED, Trump D: Immediate hor-
monal therapy compared with observation 
after radical prostatectomy and pelvic 
lymphadenectomy in men with node posi-
tive prostate cancer: results at 10 years of EST 
3886. J Urol 2003;  168(suppl):1480. 
 31 Cheng L, Zincke H, Blute ML, Bergstrahl EJ, 
Scherer B, Bostwick DG: Risk of prostate 
carcinoma death in patients with lymph 
node metastasis. Cancer 2001;  91:  66–73. 
 32 Bader P, Burckhard FC, Markwalder R, 
Studer U: Disease progression and survival 
of patients with positive lymph nodes after 
radical prostatectomy. Is there a chance of 
cure? J Urol 2003;  169:  849–854. 
 33 Wu JJ, King SC, Montana GS, McKinstry 
CA, Anscher MS: The efficacy of post-pros-
tatectomy radiotherapy in patients with an 
isolated elevation of serum prostate-specific 
antigen. Int J Radiat Oncol Biol Phys 1995; 
 32:  317. 
 34 Bolla M: Treatment of localized or locally ad-
vanced prostate cancer: the clinical use of ra-
diotherapy. EAU Update Series 2003;  1:  23–
31. 
 35 Wiegel T, Bottke D, Willich N, Piechota H, 
Souchon R, Stoeckle M, Ruebe C, Hinke A, 
Hinkelbein W, Miller K: Phase III result of 
adjuvant radiotherapy versus ‘wait and see’ 
in patients with pT3 prostate cancer follow-
ing radical prostatectomy (ARO 96-02/AUO 
AP 09/95). Proc ASCO, 2005. 
 36 Bolla M, van Poppel H, van Cangh P, Collette 
L, Vekemans K, Da Pozzo L, de Reijke TM, 
Verbays A, Bosset JF, van Velthoven R, Mare-
chal JM, Scalliet P, Haustermans K, Pierart 
M: For the EORTC, postoperative radiother-
apy after radical prostatectomy: a ran-
domised controlled trial (EORTC trial 
22911). Lancet 2005;  366:  572–578. 
 37 Davis BJ, Pisansky TM, Leibovich BC: Adju-
vant external radiation therapy following RP 
for node-negative prostate cancer. Curr Opin 
Urol 2003;  13:  117–119. 
 38 Zincke H, Lau W, Bergstralh, Blute ML: Role 
of early adjuvant hormonal therapy after 
radical prostatectomy for prostate cancer. J 
Urol 2001;  166:  2208–2215. 
 39 Zincke H, Bergstralh EJ, Larson-Keller JJ, 
Farrow GM, Myers RP, Lieber MM, Barrett 
DM, Rife CC, Gonchoroff NJ: Stage D1 pros-
tate cancer treated by radical prostatectomy 
and adjuvant hormonal treatment. Cancer 
1992;  70:  311–323. 
 40 Seay TM, Blute ML, Zincke H: Long-term 
outcome in patients with pTxN+ adenocarci-
noma of prostate treated with radical prosta-
tectomy and early androgen ablation. J Urol 
1998;  159:  357–364. 
 41 Messing EM, Manola J, Sarosdy M, et al: Im-
mediate hormonal therapy compared with 
observation after radical prostatectomy and 
pelvic lymphadenectomy in men with node-
positive prostate cancer. N Engl J Med 1999; 
 341:  1781–1788. 
 42 Walsh PC, deWeese TL, Eisenberger MA: A 
structured debate: immediate versus de-
ferred androgen suppression in prostate can-
cer – evidence for deferred treatment. J Urol 
2001;  166:  508–515. 
 43 Schröder FH, Kurth KH, Fossa SD, Hoekstra 
WJ, Karthaus HM, Dubois M, Corlette L, 
Members of the European Organisation for 
the Research and Treatment of Cancer Gen-
itourinary Group: Early versus delayed en-
docrine treatment of pN1-3M0 prostate can-
cer without local treatment of the primary 
tumor: results of European Organisation
for the Research and Treatment of Cancer 
30846 – a phase III study. J Urol 2004;  172: 
 923–927. 
 44 Wirth MP, Weissbach L, Marx FJ, Heckl W, 
Jellinghaus W, Riedmiller H, Noack B, Hin-
ke A, Froehner M: Prospective randomized 
trial comparing flutamide as adjuvant treat-
ment versus observation after radical prosta-
tectomy for locally advanced, lymph node-
negative prostate cancer. Eur Urol 2004;  45: 
 267–270. 
 45 Soloway MS, Pareek K, Sharifi R, Wajsman 
Z, McLeod D, Wood DP Jr, Puras-Baez A, 
The Lupron Depot Neoadjuvant Prostate 
Cancer Study Group: Neoadjuvant androgen 
ablation before radical prostatectomy in 
cT2bNxMo prostate cancer: 5-year results. J 
Urol 2002;  167:  112–116. 
 46 Aus G, Abrahamsson PA, Ahlgren G, Hugos-
son J, Lundberg S, Schain M, Schelin S, Ped-
ersen K: Three-month neoadjuvant hormon-
al therapy before radical prostatectomy: a 
7-year follow-up of a randomized controlled 
trial. BJU Int 2002;  90:  561–566. 
 47 Klotz LH, Goldenberg SL, Jewett MAS, Fra-
det Y, Nam R, Barkin J, Chin J, Chatterjee S, 
Canadian Uro-Oncology Group: Long-term 
follow-up of a randomized trial of 0 versus 3 
months of neoadjuvant androgen ablation 
before radical prostatectomy. J Urol 2003; 
 170:  791–794. 
 48 Oh WK, Manola J, Bittmann L, Brufsky A, 
Kaplan ID, Smith MR, Kaufman DS, Kantoff 
PW: Finasteride and flutamide therapy in 
patients with advanced prostate cancer: re-
sponse to subsequent castration and long-
term follow-up. Urology 2003;  62:  99–104. 
 49 Khan MA, Partin AW: Management of high-
risk populations with locally advanced pros-
tate cancer. Oncologist 2003;  8:  259–269. 
 50 Miyake H, Sakai I, Harada KI, Takechi Y, 
Hara I, Eto H: Prognostic significance of the 
tumor volume in radical prostatectomy 
specimens after neoadjuvant hormonal ther-
apy. Urol Int 2005;  74:  27–31. 
 Treatment of Locally Advanced Prostate 
Cancer 




w 51 Lee F, Siders DB, McHugh TA, Solomon MH, 
Mayman DM: Neoadjuvant androgen abla-
tion therapy prior to radical prostatectomy: 
results of a 3-year follow-up. Endocr Relat 
Cancer 1996;  3:  171–177. 
 52 Prezioso D, Lotti T, Polito M, Montironi R, 
Neoadjuvant Study Group: Neoadjuvant 
hormone treatment with leuprolide acetate 
depot 3.75 mg and cyproterone acetate be-
fore radical prostatectomy: a randomized 
study. Urol Int 2004;  72:  189–195. 
 53 Homma Y, Akaza H, Okada K, Yokoyama M, 
Moriyama N, Usami M, Hirao Y, Tsushima 
T, Sakamoto A, Ohashi Y, Aso Y, The Pros-
tate Cancer Study Group: Early results of 
radical prostatectomy and adjuvant endo-
crine therapy for prostate cancer with or 
without preoperative androgen deprivation. 
Int J Urol 1999;  6:  229–237. 
 54 Febbo PG, Richie JP, George DJ, Loda M, 
Manola J, Shankar S, Barnes AS, Tempany C, 
Catalona W, Kantoff PW, Oh WK: Neoadju-
vant docetaxel before radical prostatectomy 
in patients with high-risk localized prostate 
cancer. Clin Cancer Res 2005;  11:  5233–
5240. 
 55 Berger AP, Niescher M, Fischer-Colbrie R, 
Pelzer A, Bartsch G, Horninger W: Single-
agent chemotherapy with docetaxel signifi-
cantly reduces PSA levels in patients with 
high grade localized prostate cancers. Urol 
Int 2004;  73:  110–112. 
 56 Prayer-Galetti T, Zattoni F, Capizzi A, Dal 
Moro F, Pagano F: Disease-free survival in 
patients with pathological ‘C stage’ prostate 
cancer at radical retropubic prostatectomy 
submitted to adjuvant hormonal treatment. 
Eur Urol 2000;  38(suppl 4):504. 
 57 Wirth MP, Tyrell C, Wallace M, Delaere KP, 
Sanchez-Chapado M, Ramon J, Hethering-
ton J, Pina F, Heynes CF, Borchers TM, Mor-
ris T, Stone A: Bicalutamide (Casodex) 
150 mg as immediate therapy in patients 
with localized or locally advanced prostate 
cancer significantly reduces the risk of dis-
ease progression. Urology 2001;  58:  146–150. 
 58 Wirth MP, See WA, McLeod DG, Iversen P, 
Morris T, Carroll K, Casodex Early Prostate 
Cancer Trialists’ Group: Bicalutamide (Ca-
sodex) 150 mg in addition to watchful wait-
ing in patients with early non-metastatic 
prostate cancer: updated analysis at a medi-
an 5.4 years’ follow-up. J Urol 2004;  172: 
 1865–1870. 
 59 McLeod DG, Iversen P, See WA, Morris T, 
Armstrong J, Wirth MP, Casodex Early 
Prostate Cancer Trialists’ Group: Bicaluta-
mide 150 mg plus standard care vs. standard 
care alone for early prostate cancer. BJU Int 
2006;  97:  247–254. 
